Aim: The aim of this study was to describe bullying experienced by professional nurses working in the Russian Federation. The frequency and type of bullying behaviours experienced, the personal and professional consequences of bullying and the actions taken to address bullying were all examined. Background/Introduction: Workplace bullying negatively affects nurses, patients and healthcare organizations. To date, no research has been conducted on workplace bullying among nurses in the Russian Federation.
Introduction
Workplace bullying is a serious problem affecting the nursing profession worldwide (Clark & Clark 2003; Johnson 2009; Spector et al. 2014; Srabstein & Leventhal 2010; Vessey et al. 2010) . It has significant consequences for nurses, patients and healthcare organizations (Castronovo et al. 2016) . There is no one term used for bullying internationally. Other terms used in other countries include incivility, mobbing, lateral or horizontal violence, social undermining and workplace harassment (Hershcovis 2011; Spector et al. 2014; Vessey et al. 2010) . These terms are frequently used interchangeably in the professional literature, or bullying is used as an umbrella term to describe all interpersonal violence in the workplace. For purposes of this study, the key aspects of these terms were combined and bullying was defined as 'repeated, offensive, abusive, intimidating, or insulting behaviors; offensive, abuse of power; or unfair sanctions that make recipients feel humiliated, vulnerable, or threatened, thus creating stress and undermining their self-confidence' (Vessey et al. 2010, p. 136) .
There are incomplete global epidemiologic data of bullying among nurses due to inconsistencies in reporting. Studies from the United States, British Isles, Western and Eastern Europe, Scandinavia, Middle East, Asia, Australia, Scandinavia and Oceania indicate that 17-76% of hospital nurses report being recipients of bullying (Spector et al. 2014; Vessey et al. 2010 ). Reported differences among countries are likely due to: (1) variations in definitions and translations, (2) study design and rigor, (3) influence of culture, (4) governmental or private oversight of the healthcare system, (5) hierarchies and organizational volatility within the healthcare system, (6) fear of liability issues, (7) variable educational standards for nurses, and (8) attitudes about bullying and the roles of professional nurses in the larger society (Hershcovis & Reich 2013; Spector et al. 2014; Vessey et al. 2010) . As with other forms of victimization, significant underreporting is likely (Ferns & Chojnacka 2005) .
Workplace bullying has serious negative consequences on the psychological and physical health. Identified psychological distress symptoms include irritability, depression and anxiety; fatigue; loss of confidence and self-esteem; and increased use of tobacco, alcohol and other substances (Hogh et al. 2011; Samnani & Singh 2012; Yıldırım 2009 ). Post-traumatic stress disorder and suicide ideation and suicide also have been reported (Vessey et al. 2009 ).
Victims can also experience an increase in psychosomatic and physical complaints including disturbed sleep, headaches, backaches, stomachaches, dizziness, increased blood pressure and angina (Hogh et al. 2011; Samnani & Singh 2012) . The incidence of chronic illness and higher body mass index was found to be greater in nurses who were bullied (Johnson 2009) .
When bullying interferes with intra-and interprofessional communication, the exchange of crucial health information is jeopardized. Nurses are less likely to ask for help or ask questions (Wilson & Phelps 2013) . Omissions in care, errors, inadequate nursing actions, impaired decision-making and increased medical errors have resulted from situations in which nurses' contributions are ridiculed, their sense of professional mastery is threatened and eventually a deep erosion of self-esteem occurs (Havens et al. 2010; Laschinger 2014 ). Because bullying is not limited solely to a dysfunctional dyadic relationship, staff who are bystanders are affected and teamwork is undermined (Paull et al. 2012) . The end result is that bullying among the nursing workforce leads to poorer quality patient care (Houck & Colbert 2017; Laschinger 2014) .
Nurses who encounter bullying experience greater professional disengagement and have higher absenteeism and increased job turnover (Felblinger 2009 ). Additionally, bullying is a primary factor of nurses' intent to leave the job with novice nurses being at particularly high risk (Laschinger et al. 2010) . The impact of bullying on absenteeism and turnover rates on care delivery is magnified in the presence of nursing shortages (Johnson 2009 ).
Many of the healthcare structural and nursing educational issues associated with professional bullying globally are present in the Russian Federation. During the Soviet era , nursing was considered a nonprestigious vocation, subservient to medicine and having little autonomy (Arnold et al. 1998) . Immediately following Perestroika (1991 Perestroika ( -1993 , the Russian Federation's Ministry of Health embarked on improving nursing education and nursing practice; modern professional nursing began to find its footing. Over the past two decades, a paradigm shift has been underway within nursing from traditional caretaking and unilateral physiciandirected medical treatment towards nurses' active involvement in addressing the holistic care needs of their patients. As part of nursing's enlightenment, the Russian Nurses Association (RNA) was founded in 1992 to provide a platform for advancing initiatives in education, workplace conditions and self-governance (www.medsestre.ru). The RNA unites nurses, midwives and feldshers from across the Russian Federation and serves as nursing's voice in the World Health Organization and the International Council of Nurses (www.medses tre.ru). Yet, despite advancements, professional nursing remains constrained by a hierarchical governmental healthcare structure, limited national investment in health and a nursing educational system remaining under the auspices of medicine. The Russian Federation's healthcare structure and the culture in which nurses' work creates a ripe environment for bullying to flourish. Yet, until recently, there has been little acknowledgment either within nursing or the society as a whole that workplace bullying exists (Chernyaeva 2014; Safina & Podgornaya 2014) . It has only been in the past decade that Russian labour studies have begun to study workforce bullying and its contributing factors. No studies, however, have examined bullying among nurses from the Russia Federation.
The purpose of this study was to gain an understanding of bullying experienced by professional nurses working in diverse healthcare settings across the Russian Federation. The specific aims were to: (1) describe the frequency and type of bullying behaviour experienced by professional nurses, (2) identify the perpetrators of bullying, (3) describe the personal and professional consequences of bullying on nurses, and (4) describe actions taken by nurses to address bullying.
Methods
This study was a descriptive study using survey methodology. Members of the RNA including professional nurses, midwives and feldshers (healthcare providers who provide medical services under physician supervision) were invited to participate in the study if they practiced in any healthcare setting within the RNA's 56 regions. Institutional Review Board approval was obtained from Boston College and Boston Children's Hospital in the United States(IRB-P00023582), and the study was conducted in full accordance with international ethical principles.
Sample size calculations were based on RNA membership which has approximately 135 000 members. Assuming random sampling, a sample size of 323 nurses was required so the 95% confidence intervals for proportions extend no more than AE5% from the survey estimate. Oversampling by 30% to account for incomplete surveys and missing data increased the anticipated final sample to 420 participants.
Instrument
The Bullying in the Workplace 26-item survey was used in this study. This survey was replicated from the one used in the 'Bullying of Staff Registered Nurses in the Workplace' study conducted by Vessey et al. (2009) to validate the perceptions of bullying behaviour experienced by professional nurses across the United States. One of the first national studies on bullying within the United States nursing workforce, this 30-item anonymous electronic survey used the aforementioned definition and described the frequency and type, perpetrators and personal and professional consequences of bullying. The definition's central components -abuse of power, repetition and intimidation -were used as a template for developing survey items specific to bullying that was experienced. In addition, actions taken by the victims were also assessed. The survey was translated into Russian using standard translation techniques by the RNA's translator. The translator worked closely with the binational research team to ensure that the original intent of each survey item was preserved. The survey was then reviewed by leaders of the RNA Nursing Research Network whose members have advanced education in research methodologies and data analysis. Three questions from the original survey were removed resulting in a 26-item survey as the Russian nurses did not think that they were pertinent to their population. All items had categorical responses with some items having an 'other' category.
In addition, the response options to several of the demographic questions were modified to be culturally appropriate. Face and content validity were established by the research team and the RNA Nursing Research Network. The electronic survey was pilot-tested by five members of the RNA Research Network prior to distribution to the membership. These members were similar to the actual survey population and provided feedback on the clarity of questions and response options, the length of time for survey completion and any difficulties that they had accessing the link.
Data collection
The survey was created in Qualtrics Survey Research Suite (Qualtrics Labs, Inc., Provo, UT, USA), a secure electronic, web-based survey software package. Members of the RNA were sent an email inviting them to participate in the study. The email described the study and eligibility criteria. As part of the informed consent, a statement of voluntary participation and participant anonymity was included. A secure electronic link to the survey as well as contact information of the research team was provided in the email. An email reminder was sent 2 weeks after the initial email.
The survey announcement also was displayed on the RNA website (www.medsestre.ru). A secure electronic link led all RNA members interested in participating in this study to the survey. Lastly, the RNA invited members of their social media networks (e.g. Facebook and Twitter) to participate in the study. Members of the networks who were also members of the RNA received a private message in their inbox including the introductory letter and a link to the survey.
After reading the study information, individuals choosing to participate clicked on the link and completed the survey online. Anonymity was accomplished by ensuring that the respondents' IP addresses were unable to be accessed by the investigators. The survey took approximately 15-20 min to complete. Data were collected from July 2016 to January 2017.
Data analysis
Data were exported from Qualtrics into SPSS version 24.0 (SPSS, Inc., Chicago, IL, USA) for analysis. Data were reviewed for completeness. Descriptive statistics were used to examine characteristics of the study population and to examine each of the items on the survey. Categorical demographic information (e.g. gender) was reported as frequencies, and continuous data (e.g. age) were reported using measures of central tendency. Percentages were reported based on the number of participants who responded to each of the questions.
Results
A total of 438 RNA members participated in the study with 63% (N = 302/483) reporting being bullied at work at some point in their nursing career. Table 1 displays the demographic characteristics of the study cohort divided into three categories: (1) bullied, (2) not bullied, and (3) bullied and not bullied combined. The vast majority of nurses were in their early 40s, female and worked full time as a nurse for an average of 20 years. The sample demographics are comparable to those reported by the RNA in 2015 (V. Sarkisova, personal communications, July 2017) and are representative of the larger Russian Federation nursing workforce.
Of those who reported being bullied, the bullying began a mean of 10.6 AE 8.6 years (N = 239/302) into their careers. Almost 60% (N = 151/262) of the nurses were bullied for 3 months or less while 25% (N = 66/262) were bullied for 1 year or longer. Over half of the nurses (54.3%, N = 140/ 258) were working as staff nurses when the bullying occurred. The departments that reported bullying the most frequently were medical/surgical units (17.4%, N = 45/258), outpatient clinics (17.4%, N = 45/258), critical care units (14%, N = 36/ 258) and nursing administration/education (11.2%, N = 29/ 258). The vast majority of the bullies were female (82.4%, N = 207/251). The bully was most often identified as the hospital administrator (22%, N = 56/253) followed by the head nurse (20%, N = 51/253) and the charge nurse (17%, N = 43/253; Table 1 ). The bully exhibited a wide variety of behaviours with the most frequent behaviours including humiliation in front of others (47.8%, N = 122/255), excessive criticism (41.6%, N = 106/255), gossiping or telling lies about their work (N = 95/255, 37.3%) and unreasonable requests designed to result in failure (37.3%, N = 95/255).
The nurses reported that they were bullied because of the following: speaking up for themselves or others (44.1%, N = 113/255), for the bully to gain control (N = 42.6%, 109/ 255) and exposing the bully's inadequacies (33.6%, N = 88/ 255). Of nurses reporting, 73.5% (N = 186/253) stated that they experienced moderate to severe distress due to the bullying behaviour. Two-thirds of the nurses (66.2%, N = 151/ Just over 71% (N = 177/248) of the nurses took action to address the bullying situation; 83.1% (N = 148/178) of the nurses reported that they were satisfied or somewhat satisfied with how they handled the issue. For those who took action, 59.6% (N = 90/151) of the nurses were not satisfied with the administrators' response. Those who chose not to take action stated the following top reasons: no faith in the complaint procedure (38.3%, N = 75/196), not wanting to 'rock the boat' (30.6%, N = 60/196) and not immediately recognizing that they were being bullied (23.5%, N = 46/196).
Of the nurses who were bullied, their healthcare organizations had the following resources: trade union committee (80.3%, N = 196/244), nursing council (63.9%, N = 156/244) and ethics committee (24.2%, N = 59/244). However, 9% (N = 22/244) reported that they did not have any means to formally report bullying. 
Discussion
This study is the first to describe bullying within the nursing workforce of the Russian Federation. Similar to findings worldwide, this study's findings are remarkably consistent with those reported in the international literature despite the decades of relative isolation from the global nursing community experienced by Russian nurses. All three of the central components -repetition, a power differential and intent -to harm -of the bullying definition used in this study were reported by the participants. Participants noted that the bullying often occurred over a protracted period of time. The instigators were most frequently in formal positions of power, wielding their influence by invoking unfair sanctions or engaging in offensive, abusive, intimidating or insulting behaviours. These behaviours resulted in the recipient becoming distressed, undermining their self-confidence, person well-being and physical health, often for protracted periods of time.
Of note is that over one-half (63%) of the respondents reported being bullied regularly or sporadically at some point during their working careers. This percentage is higher but still consistent with what is reported in other international nursing samples (Spector et al. 2014; Vessey et al. 2010 ) and somewhat less than reported in other Russian professions' labour studies (Safina & Podgornaya 2014) . Characteristics of the prevailing culture including role expectations, behavioural intentions and actions influence the prevalence of bullying that occurs both in the schoolyard and the workplace (Bond 2004 ). Workplace bullying is often an outgrowth of bully and victim behaviours learned in childhood (Hoel et al. 2001 ). Youth bullying is more prevalent throughout the Russian Federation than in other European countries (World Health Organization, 2016) . Behaviours often displayed by youths including gossiping, derogatory comments, peer exclusion and subtle threats are often transmitted into adult professional life. Moreover, such behaviours are more apt to occur in hierarchical and medically dominated healthcare systems such as exists in the Russian Federation (Johnson 2009 ).
Generally, nurses just entering the workforce are at greatest risk of being targeted for bullying as they are often younger and less experienced than their more seasoned colleagues (Laschinger et al. 2010) . However, other studies have demonstrated that bullying often affects more than the novice nurse (Dewitty et al. 2009; Etienne 2014) . Older nurses may display increased competence, initiative and personal strength, and sets the stage for being bullied by younger nurses (Longo 2013) . Conversely, physical limitations accompanied by an accelerated work pace also targets older nurses for bullying (Longo 2013) . In this study, nurses reported that they had worked for a full decade before the bullying occurred. Older Russian nurses are now challenged by expanded role expectations and new technologies as nursing is modernized across the Russian Federation; they may be targeted by younger nurses with more sophisticated training and perhaps jealousy of the older nurses' higher positions. A second explanation is embedded in the characteristics of Russia's younger nurses. A high turnover rate in Russia's novice nurses exists with only those who are resilient remaining in the workforce (V. Sarkisova, personal communications, July 2017).
The overwhelming majority of those bullied were working as staff nurses and the bullies were administrators; this is consistent with studies from across the globe where nursing management has been implicated as being the most frequent initiator of bullying (Johnson 2009; Vessey et al. 2010 ). Physician-to-nurse bullying was higher in this study than reported elsewhere (Spector et al. 2014) . The ratio of physicians to nurses in Russia is 1:1.5, lower than the international median of 1:2.8 and appreciably lower than most westernized countries (Organisation for Economic Co-operation and Development [OECD] 2015). When considered in conjunction with other features of the Russian healthcare system known to increase interpersonal conflict including highly centralized staffing structures, tightly constrained role delineations, insufficient fiscal resources and a nursing shortage this finding was not unanticipated (Gerry & Sheiman 2016; OECD 2015; Vorobiev et al. 2012 ). All of these attributes can contribute to abuse of power. Power differentials are inherent in hierarchical organizational structures and more likely to be abused when it is rewarded by the organizational leadership. In the case of bullying, the individuals in authority often have little respect for, but may feel threatened by staff under their supervision. They use their authority to exert undue influence over those who have less perceived or real ability to appropriately respond. Bullying behaviours also may be promoted or perpetuated by supervisors as an oppressive method for increasing staff productivity with fewer resources to achieve the same outcomes, despite data have shown that inverse is more likely to occur (Berry et al. 2012; Townsend 2012) .
Study findings report that bully was detrimental to nurses' psychological and physical health. Approximately three-quarters of the nurses reported experiencing moderate or severe distress secondary to bullying, manifested in a wide range of psychological and physical symptomatology. Despite geography, culture or work environment, the personal consequences of bullying experienced by this study's participants are remarkably similar to symptomatology reported worldwide (Hodgins et al. 2014; Johnson 2009 ). The omnipresence of workplace bullying within nursing in modern contemporary society speaks to the need for more in-depth study of its antecedents. Gender roles, position nursing has had and continues to have in healthcare delivery and the ability to measure and quantify nursing's contributions are thought to be factors in this international problem (Baillien & De Witte 2009; Notelaers et al. 2010; Wang & Hsieh 2015) . To better understand these relationships, well-conducted multicountry studies conducted from diverse feminist and organizational theoretical perspectives are needed.
In the presence of bullying, the meaning of work and the quality of care nurses provide diminish (MacIntosh et al. 2010) . Professional disengagement was reported by 23.3% of the nurses who experienced bullying; almost half of the bullied nurses indicated a desire to resign and over a fifth resigned, with or without a new position. The impact of these resignations on workforce needs and patient care is magnified in the presence of Russia's nursing shortage (V. Sarkisova, personal communications July 2017). A downward spiral is created when staff shortages contribute to greater incivility and bullying which in turn create additional retention and recruitment problems (Townsend 2012) .
Russian nurses reported that their primary response to being bullied was to seek support from their friends and families rather than from within the workplace. This is consistent with nurses' responses globally, particularly where a hierarchical organizational culture within hospitals limits reporting of bullying to supervisory personnel (Lewis 2006; Lewis & Orford 2005) . In this sample, approximately 30% of the bullied nurses did not take action. Many chose not to seek redress from their organization for fear they would not be believed, no action would be taken, or they would experience retaliation and further victimization. For the nurses who did seek action within the organization, 59% were dissatisfied with the administrations' response. Although most nurses in this study reported that institutional supports were available, including 64% who had a nursing council and 80% who belonged to their trade union, the authority of these entities to intervene is limited (Chernyaeva 2014) .
Sociological studies in the Russian Federation reveal mixed attitudes regarding bullying with women receiving less support when victimized (Chernyaeva 2014) . General opinion indicates that bullying does not warrant serious consideration and further endorses that the victim's behaviour is generally to blame for the attacks. Victims would be best to passively respond to bullying by avoiding conflict or leave their position rather than reporting it and seeking remediation (Chernyaeva 2014) . This is reflected in regulation. Although there are strict obligations in the Russian Federation to ensure workplace safety, current legislation does not regulate bullying per se (Chernyaeva 2014; Safina & Podgornaya 2014; Thomas et al. 2016) .
Study strengths and limitations
The concept of bullying was only recently introduced to professional nurses in the Russian Federation earlier this decade (Vessey & Tsareva 2011) . As the first investigation of workplace bullying among this population, this study has its limitations. Every effort was made to ensure translational accuracy and cultural relevance in constructing the survey. This also was the first online research study conducted by the RNA. Translation and administration concerns may have occurred about which we are unaware.
Although specific definitions and directions were provided in the survey's introduction, respondents who were not yet familiar with the concept of bullying may have interpreted the questions solely through their prior personal experiences and cultural referents. It should be noted that the concept of professional bullying has only begun to be discussed in Russian academic and international trade circles in the last two decades (Chernyaeva 2014) . All attempts were made to maintain methodologic rigour. However, it was not possible to calculate the response rate as it was unclear how many of the RNA members received the invitation to participate in the study. Internet access may not be readily available to all nurses. Those who chose to participate in the survey might be different, and perhaps more vulnerable, than nurses who did not. Despite these limitations, the findings reported here are remarkably similar when compared to other international survey results on nurse bullying.
Implications for nursing practice
Nurses in the Russian Federation and across the globe share a common commitment to providing knowledgeable and compassionate care to their patients. This requires that nurses first care for themselves and for each other, all the more difficult considering the increasing complexities and stresses of current practice environments worldwide. When nurses work together, they can proactively create healthy work environments. Because bullying is often insidious, nurses at all levels need to be able to recognize and label these behaviours. By understanding bullying's impact on professional disengagement, ineffective teamwork and, ultimately, worsening patient care outcomes, nurses can become empowered to address underlying issues.
All nurses, regardless of position or seniority, can contribute to enhancing their clinical practice through their interactions with each other. Transformational leadership, peer support, educational programming, mentoring and empowerment all contribute to a just culture. Actively participating in monitoring and addressing nurse-patient ratios, patient outcomes and safety issues also will help identify bullying that may be occurring before it is patently obvious.
Implications for nursing research and health policy
International professional nursing organizations such as the RNA have contributed significantly to the development of the nursing profession, improved professional opportunities for nurses and greater autonomy in providing holistic patient care. Yet, bullying within the international nursing workforce remains a serious public health problem with significant personal, professional and organizational ramifications. There is a pressing need for well-designed international collaborative studies to evaluate bullying's impact on nursing workforce capabilities, care delivery and patient care outcomes. Intervention strategies also need to be designed and tested. These data will assist in the design of evidence-based local, national and international policies and regulations designed to prevent bullying or mitigate bullying's effects on nurses and the patients for whom they care. The International Council of Nurses, working with other international health and nursing organizations, is well-positioned to advance such an agenda. An initial step would include creating an international uniform definition of nursing workplace bullying that would be foundational for research and policy development. Globally, the challenge is to proactively address workplace bullying before damage occurs to nurses, patients, the profession and the greater good. 
Author contributions

